man with Leptospira canicola but recently a new source of infection for this organism has been established in pig products.
Recorded cases of rabies are as old as history but fortunately quarantine regulations have controlled the disease in this country. Apart from the development of the disease in a few smuggled dogs after the First World War no cases have occurred outside quarantine kennels. It could still occur as an occupational disease in kennel staff looking after quarantine dogs.
Diseases where the pathogens survive in domestic animals and disease only beconzes apparent in man. This small but interesting group includes Haverhill fever, lymphocytic chorionic meningitis, cat-scratch fever, histoplasmosis and toxoplasmosis. As might be expected, these only occur occasionally in this country and the commonest representative is probably Haverhill fever (Sodoku disease) a sporadic infection associated with Spirillum murus which gives rise to an occupational disease of scientific workers and is caused by a rat bite (the epidemic form of the disease is not associated with bites but is presumed to be spread by milk and is associated with the Streptobacillus moniliformis.)
Cat-scratch fever, so-called benign lymphoreticulosis or regional lymphangitis, occasionally occurs in people closely associated with cats. The precise aetiology of the disease is not known but all the evidence suggests that it is associated with cat scratches and there is a strong presumption that the cat harbours the causal organism without showing any signs of the disease.
Diseases associated with parasites which pass part of their life history in man and animals or may be present in man as occasional parasites. Dogs and cats can be responsible for the spread of echinococcus disease in man but fortunately this is not a common parasite of dogs and cats in this country. The dog flea may also be responsible for infecting man with the tapeworm Dipylidium caninum, a common parasite of dogs and cats. Nematode parasites such as ankylostomes may occur as occasional parasites in man and may cause trouble during the migratory stage.
Skin infections associated with fungi and acuri. Where scabies occurs in a household pet it is almost invariably the case that those members of the household handling the animal will develop lesions. In most cases these are discrete and may not be recognized for what they are. In the same way animals affected with Microsporon canis frequently transmit infection to their owners. The lesions may only be demonstrable in the animal with the aid of a Wood's glass but in man they are often obvious and characteristic.
The practice of keeping domestic pets is increasing and man seems to have a deeprooted urge to have animals associated with him. When children show an early interest in animals they are probably conforming to a long-established biological pattern and it might be harmful to discourage it. The risk involved in keeping domestic pets in a household is slight provided there is a reasonable understanding of the problems, and measures are taken to deal with those arising from disease. 
R E F E R E N C E S H A W T H O R

SURGICAL TREATMENT OF DUODENAL ULCER
In this issue of the Scottish Medical Journal we publish two papers from Professor Illingworth's unit at the Western Infirmary, Glasgow, on the surgical treatment of duodenal ulcer. Although at the present time partial gastrectomy, of Polya type, is generally regarded as the operation of choice in the treatment of severe ulcer symptoms, it is evident from the report of Clark and Kay (p. 158) that it is not entirely satisfactory. Admittedly recurrent ulceration after an adequate gastric resection is rare, and relapse occurred in only four of 415 patients treated in Professor Illingworth's unit between 1940 and 1951 (Anderson et al., 1955 . As lllingworth (p. 153) points out, the slightly higher figure reported by Clark and Kay, may be explained by the less favourable prognosis in their selected group of cases.
The main disadvantage of partial gastrectomy arises from the abnormal physiological response which follows the rapid 'dumping' of ingested foodstuffs into the small intestine and results in a group of symptoms varying from mild epigastric fullness to severe vasomotor upset. In most instances these symptoms are of minor consequence, and if managed along the lines suggested by Professor lllingworth are a small price to pay for relief of ulcer pain. In certain patients, however, the marked incapacity caused by 'dumping' may demand further operative measuresusually conversion of the gastro-jejunal (Polya) into a gastroduodenal (Billroth 1) anastomosis.
Hypochromic anaemia, persistent bilious vomiting and nutritional deficiency may also follow partial gastrectomy, but of greater importance is the liability of the post-gastrectomy patient to severe pulmonary tuberculosis (2.5 %of a total of 1,235 patients reported by Pulvertaft, 1951 ; Anderson et a/., 1955; Clark & Kay, 1959) . It has been shown by Thorn et a/. (1956) that pulmonary tuberculosis is unlikely to develop provided the preoperative weight and chest X-ray are normal. A pre-operative chest X-ray should be done in all patients undergoing gastrectomy and this operation should not be performed in the presence of active lesions.
In view of these disadvantages it is not surprising that surgeons should now reconsider other methods of treating duodenal ulcer. Simple gastroenterostomy, by diverting the flow of acid and food, almost invariably results in healing of the ulcerated duodenum. Unfortunately, careful follow-up studies over a 15-year period have shown that approximately half these patients will develop further peptic ulceration at the gastroenterostomy stoma (Clark, 195 1). The belief that elderly patients and women are less liable to this complication has not been supported by the recent findings of Clark and Kay, although the presence of pyloric stenosis does appear to give some protection. These workers conclude that the treatment of duodenal ulcer by gastroenterostomy alone is indicated only in the elderly patient with pyloric stenosis.
It would be of considerable value to be able to forecast the response to gastroenterostomy, and it is disappointing that Clark and Kay found that an estimate of the potential secretory activity of the parietal cell-determined by the augmented histamine test of Kay (1953)-was not of value in this respect. Working in Professor Illingworth's unit, Nyhus (1957) found that there was an association between the excretion of pepsinogen in the urine and relapse of ulcer after gastroenterostomy, and this test merits further study. Meantime we have no reliable method for selecting patients for the simpler operation.
There is now convincing evidence that division of the vagus nerves, by reducing gastric secretion, will protect the gastroenterostomy stoma from further ulceration and several recent reports in this country comment favourably on the results of this combined operation in duodenal ulcer patients (Holt & Robertson, 1955; Davies, 1957; MacKelvie, 1957; Burge, 1958; Burge & Pick, 1958; Forrest, 1958; Smart & Williams, 1958) . If performed by itself, vagotomy leads to troublesome gastric atony and retention, making a gastric drainage procedure essential. This may be either gastroenterostomy or pyloroplasty, the choice not significantly influencing the results (Davies, 1957) . It is important that the vagus nerves are completely divided, and even in experienced hands the incidence of incomplete vagotomy, as judged by the post-operative insulin test, is 12 to 14 per cent (Holt & Robertson, 1955; MacKelvie, 1957) . A definite association between relapse and incomplete nerve section has been described.
Recently Burge and his colleagues (Burge, 1958; Burge & Clark, 1958; Burge & Vane, 1958) have described a method for detecting residual vagal function during the operation by stimulating the lower oesophagus electrically by means of curved electrodes and measuring its effect on gastric motility. This method may prove of value but, at the present time, most surgeons rely on a meticulous search for vagal trunks and fibres.
The great advantage of gastroenterostomy and vagotomy lies in its ability to allow patients to take a full-sized meal (Cox & Kerr, 1957) . Before it can be accepted as a suitable alternative to partial gastrectomy further follow-up studies in unselected patients over longer periods of time are required. Meantime it is important to realize that this operation can justifiably be used in patients in whom gastrectomy carries a bad prognosis, for instance women, old or infirm people and patients with pulmonary tuberculosis. There would also now seem little justification for arduous and risky dissections of an inflamed ulcerated duodenum with subsequent risk of leakage, except in a bleeding ulcer. By gastroenterostomy and vagotomy the duodenum is avoided. the ulcer will heal and. even if a stoma1 ulcer should develop, the gastrectomy can later be done without risk of duodenal fistula. 
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